A woman aged 32 was admitted to hospital in December 1962 complaining of breathlessness on exertion and recurrent winter bronchitis. Shortness of breath was first noticed in 1951 during her sole pregnancy, which was otherwise uncomplicated. She produced very little sputum and had never had hemoptysis.
Mitral stenosis had been diagnosed in 1954, when situs inversus and skeletal anomalies were also noted. There was no history of rheumatic fever or chorea. There was no known family incidence of situs inversus but it is of interest that the patient is a twin, the other, of unknown sex, having been stillborn. There are no other twins in the family.
In 1957 laparotomy was performed and situs inversus of the abdominal viscera with acute salpingitis was found.
On physical examination she was well developed with marked cervico-dorsal kyphoscoliosis which resulted in asymmetry of the neck and thorax. There was also slight facial asymmetry. A small, firm, nodular goitre was present with no clinical evidence of disturbed thyroid function. The pulse was regular and small and the blood pressure was 145/80 mm. Hg. The jugular venous pulse was raised 3 cm. above the sternal angle with the patient at 300 to the horizontal. There was no cedema.
The apex beat was felt in the fifth right intercostal space 41 inches (1-3 cm.) from the midline and was tapping in character. No thrills were palpated.
On auscultation the first sound and the pulmonary component of the second sound were accentuated. A presystolic murmur, an opening snap, and a low-pitched diastolic murmur of moderate length were heard at the apex. A short ejection systolic murmur was maximal over the second left interspace. The liver dullness was on the left side and the gastric resonance on the right.
The electrocardiogram was typical of dextrocardia with a mean frontal QRS vector of 160°, inversion of all complexes in lead I, apparent interchanging of leads II and III, and tall R waves in V4R and V5R with the transitional zone at V3R. A P mitrale was present. Praecordial leads taken over the right chest in positions analogous to the conventional ones showed a normal evolution of the QRS complex.
Chest radiography confirmed the presence of dextrocardia and a penetrated view showed enlargement of the left atrium. A skiagram of the spine ( Fig. 1) (Torgersen, 1948 (Torgersen, , 1949 , hypoplasia of a lumbar spina bifida occulta of C7 and Dl is present.
vertebra (Torgersen, 1948 ), lumbo-sacral vertebra (Torgersen, 1948 Warner, 1956 ), absence of coccyx or sacrum (Price, 1933; Torgersen, 1948) , and the Klippel-Feil syndrome (Kopysc and Borowicz, 1957) . Cervical ribs (Johnson, 1949; Berkovits and Mandi, 1962) and other anomalies of the ribs (Chenebault and Le Pape, 1956 ) have also been noted.
DAVIES, DUFFY, AND KAMDAR
Twinning, situs inversus, and congenital anomalies are conditions not uncommonly associated with one another. All three were present in our patient.
The etiology of situs inversus remains uncertain. One hypothesis suggests that it is related to the survival of one of twins (Viscott, 1960) . If this is so it seems likely that an abnormal division of the developing zygote was responsible for the twinning, the abnormal asymmetry, and the congenital defects. It is of interest to note that 25 per cent of identical twins are said to show some degree of mirror imaging (Hamilton, Boyd, and Mossman, 1962) .
This theory implies that where a patient with situs inversus is not known to be a twin the second twin has died in utero or in early life. Our early scepticism on this score was shaken when our patient learnt for the first time from an elder sister, as a result of our inquiries, that she had had a stillborn twin.
Summary
A patient with complete situs inversus who underwent valvotomy for rheumatic mitral stenosis is described. Skeletal anomalies were also present. 
